Welcome to the world of congenital cardiac surgery. Beautiful and brutal all at the same time. Hopefully your rotations with my colleagues have been going well thus far. Each has something special and something different to offer. The purpose of this letter is to review the goals and expectations of my service.
The cardiac surgeon is challenged to meet the needs and expectations of the patient but also meet the needs and expectations for education. This can be a difficult balance in the current era of public reporting and transparency of outcome, which is currently applied to programs/institutions but soon to be reported as surgeon-specific. In addition, Mayo Clinic is a destination surgical practice so the acuity and degree of difficulty of many cases lie on the complex end of the spectrum. I will do my best to make your experience productive, enlightening, and educational . . . in short, worth your time.
Expert surgeon performance depends on technical ability, intellect, critical decision-making, and judgment. You will learn a systematic way of thinking, pearls about patient selection, and will also be exposed to my style for preoperative consultation and postoperative care, a way of setting up operations and executing them and then getting the patient through their postoperative course.
Ground rules are straightforward with me. Know your patients and communicate clearly and effectively with them and their families, and with me. You are the point person between them and me while on the service. Be conscientious, get used to knowing the details, and be thorough with handoffs. Be honest and trustworthy. No shortcuts. Communication (verbal, and yes . . . body language) at all levels is the single most important factor to success. Engage the nursing staff, nurse practitioner/physician assistant (NPPA) group, and communicate with the critical care staff and all the other consulting staff . . . anesthesia, medical/surgical consultation services, cardiac surgical faculty, and so on. It is your responsibility to set the tone . . . set a good one so they will want to look up to you and be like you.
Read up on the cases and be familiar with the proposed operation . . . that is, expand your intellect. My secretary will provide you with signature articles from our department and some of mine that you will see a lot of while on the service. My practice involves surgery in infants, children, and adults. You will see many cases on hypertrophic cardiomyopathy, mitral and tricuspid repair, aortic root surgery, robotics, Ebstein anomaly, complex reoperations, and others. Work hard to expand your fund of knowledge. Prepare in advance, know the material, and ask questions.
Try and be available for preoperative consultations when feasible. We will review the imaging together . . . all the imaging-echocardiograms, computed tomography/magnetic resonance imaging, cath, and so on (not just the reports). You must have a thorough understanding of the imaging and hemodynamics in order to prepare for the operation. I recognize the frequent need to cross scrub and I am supportive of that whenever possible . . . we are surgeons first, and the operating room is our first priority. However, face-to-face interactions with your patients and families, particularly prior to surgery, is essential so that the "trust factor" is obtained. I have a particular style . . . a discussion of benefits and risks, a simple, abbreviated physical examination, and review of the operation with pictures/diagrams with the patient and family all on the same side of the room so there is no competition for eye contact . . . I want to have eye contact with all of them simultaneously. You will learn how to instill confidence and hope, and be positive even when the risk is high. You will learn how to sense anxiety and how to alleviate it to the extent possible. When you exit the room, they must all believe in you.
The day of surgery. We will review the general sequence of the operation. I am fixated on routines . . . that is, the playbook and I expect you to learn it quickly. I like small (and low) incisions, particularly in females. Please check with me about the incision before making an incision-always. I have the operation mapped out in my mind (all the steps sequenced in a specific way) as to exactly how it is going to move along with a time line of where the operation needs to be at certain points in time. Our goal is a technically perfect operation. There may be instances when less than perfect is acceptable-this is determined by experience and judgment. Your goal is to try and keep up with me and the tempo of the operation. The aim is efficiency, not speed; you want to avoid repeating unnecessary steps. My style is to share various portions of the operation with you . . . that is, you do some and I do some. The steps that I typically help you do are completely predictable, structured (ie, done exactly the same way every time), and choreographed. Certain stitches are forehand, some back hand, body facing a certain way-toward the feet, across or toward the head, and so on. Every step occurs for a reason. All of this is in the "Approaching Perfection in Surgery" paper I wrote. 1 I am not an a-to-z surgeon helping residents with every single stitch of the case. When you have mastered the structured steps, I'll help you with those sequences in the operation and eventually you'll have a chance to do those sequences with the surgical assistant and me in the background . . . this will facilitate you learning how to use your help and become more efficient. Complex procedures, high-risk procedures, hazardous resternotomies, and parts of the operation that require improvisation . . . I drive it. If the patient is a family member of our staff (or other high profile patient) or if the patient requests me to do the critical portions, then I honor their request and drive it (I usually put this in the preop note). If there is a complication requiring a reoperation, I drive it. The procedure moves forward like a symphony . . . the more you know the routine, and the better your hands are, the more you will do. You must practice at home . . . Castro's, standard needle drivers, fine suture, and heavy suture. Tie with both hands. Create exercises and make them progressively more difficult. This is what it takes to become an expert and I am still trying to become one. Practice precision and accuracy and do it with a timer. Earn it. That's my way. I do a lot of explaining of why I do things the way I do . . . so you should always be getting something out of the experience. Keep a notebook for each surgeon's preferences and then make your own playbook when you start your career, and modify it as your career advances as you learn new techniques and new ways of doing things. There are two kinds of residents . . . those that write things down and those that forget; be the former.
You drive much of the postoperative care with direction from me. Most of the postoperative care is protocolized. When the operation was executed correctly, the postoperative course is generally straightforward. Work well with the NPPA staff . . . they are your allies and your friends. Always address pain issues as this is usually the greatest fear for every patient. Attend to the patient's needs and requests and address the concerns brought to your attention by family members. Treat them as you would want to be treated. At the end of the day, patients travel to Mayo in Rochester for two reasons-competence and service. So be competent, communicate clearly, and provide good service.
There will be the occasional need to have difficult conversations with patients or family members, or allied health-care providers. Be professional, dress professional, firm hand shakes, and communicate clearly and compassionately. Compliments can be public, critical comments are done privately. For the rare death . . . dress up (shirt, tie, dress, etc) including in the middle of the night. I drive this critical conversation; the goal is providing reassurance, clarification of the sequence of events and concerns, and compassion . . . and there is never any blame or finger-pointing, ever.
Remember, you are confronted mostly with physical wear and tear during residency. With the staff years comes the emotional wear and tear . . . and this is considerably more demanding, fatiguing, stressful, grueling, distracting, upsetting . . . but also exhilarating. Be critical of your performance . . . selfassessment is essential when you are a surgeon. When something is not right and the patient is not doing well, ask yourself three questions (from the great Aldo Castañeda)-"what went wrong with the operation, what went wrong with the operation, and what went wrong with the operation?" Blame yourself first (not anesthesia, not the intensive care unit doctor, and not the nurse) as it's probably related to a technical imperfection in the operating room. In cardiac surgery, every day is game 7 and you are in the game now. There are no dress rehearsals in this specialty. Be careful and be precise. Be competent and don't be sorry. Be honest with yourself, because when you're not, it becomes clear . . . someone dies. Welcome to my world of cardiac surgery. I look forward to working with you.
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